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ABSTRACT

PUBLIC HEALTH PERSPECTIVES ON REPRODUCTIVE
HEALTH AND FAMILY PLANNING
Molly A. McCarthy, Ph.D.
University of Nebraska Medical Center, 2017
Supervisor: Rebecca R. Anderson, JD, MS, CGC
Large bodies of evidence document the importance of sexual and
reproductive health (SRH) in the lives of individuals and among populations. Of
particular interest are sexually transmitted diseases (STDs), due to their potential
for long-term health consequences, and unintended pregnancy because of its
association with social and economic outcomes for women and families.
This dissertation addressed three distinct but related areas of
reproductive health and family planning: counseling for condom use following an
STD test, counseling for contraception following a pregnancy test in a clinical
setting, and the effect of abortion on having and achieving long-term plans.
These topics are especially timely in a political context in which funding for public
health programs is in decline, when policies which would support the well-being
of women and their families are not prioritized, and there is a systematic attempt
to remove funding from the provision of reproductive health services, particularly
in specialized family planning clinics.
The first study evaluated the proportion of women who received condom
use counseling following an STD test according to clinical setting and individuallevel factors. This analysis used the National Survey of Family Growth (NSFG), a
nationally representative survey of the US household population aged 15 to 44,
and was limited to women who received an STD test in the previous year.
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Women who attended family planning and Planned Parenthood clinics had
higher odds of receiving counseling for condom use relative to both women who
attended community health clinics, community clinics, or public health clinics and
women who attended other clinical settings. There were also significant social
disparities in receiving counseling for condom use.
The second study evaluated differences in counseling for contraception
following a pregnancy test in a clinical setting among women not desiring
a(nother) birth in the subsequent two years according to clinical setting and
individual-level characteristics. Data for this study also came from the NSFG.
Multivariate results suggest that women who attended family planning and
Planned Parenthood clinics did not differ from those who attended a community
health clinic, community clinic, or public health clinic in terms of being counseled
for contraceptive use; however, they were more likely to have received
counseling compared to women who attended other settings. In addition,
younger women were more likely to have received counseling for contraception.
The findings from these two studies indicate that there is a missed
opportunity for providing patient education following clinical encounters that
address some aspect of SRH. That specialized family planning and Planned
Parenthood clinics are more consistent than other clinical settings in providing
patient education following a visit for reproductive health services suggests that it
may be useful to adapt the aspects of service delivery which are effectively
meeting the reproductive health needs of their patient population for use in other
clinical settings.
The third study in this dissertation addressed goal setting and
achievement among women who sought an abortion for an unwanted pregnancy.
Support for abortion rights is often based on the idea that having an abortion
ii
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helps women define for themselves which opportunities in life they would like to
pursue. Prior research suggests that women who do not receive a wanted
abortion are much less optimistic about their short-term futures and less likely to
attain their short-term goals. However, there is a gap in knowledge related to
whether there is an association between receiving a wanted abortion and longterm goal setting and/or achievement. This five-year longitudinal cohort study
evaluated the effect of abortion on (a) having and (b) having and achieving
aspirational five-year plans among a sample of women who sought abortions,
some of whom received them and some who were turned away due to
gestational limits.
Across all study groups, most plans were aspirational. Multivariate results
indicate that women who were turned away from abortion were less likely to have
aspirational five-year plans than women who received an abortion in the first
trimester or within two weeks of the facility’s gestational limit. However, they did
not differ in their odds of having and achieving aspirational five-year plans
relative to either not having an aspirational plan, or having one and not achieving
it. The findings from this study suggest that access to abortion care may help
women have a bright outlook about their long-term future. Second, this study
found that women are resilient. While women turned away from abortions were
less likely to have and achieve their aspirational one-year plans than women who
received an abortion, they did not differ in terms of their aspirational five-year
goal setting and achievement. Support for low-income mothers and women
raising children alone could help women achieve their goals within a shorter time
frame.
Policies and programs should seek to improve the lives of women and
their families by ensuring access to a wide range of sexual and reproductive
iii
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health care available in different clinical settings. In particular, ensuring that
women can access SRH care may help reduce disparities in health and help
women achieve pregnancies if and when they want to. This, in turn, can improve
women’s lives by helping them to set and achieve aspirational goals for the
futures.
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INTRODUCTION
Sexual and reproductive health (SRH) status is important in the lives of
individuals and populations. Sexually transmitted diseases (STDs) can cause long-term
health consequences including infertility, chronic pelvic pain, higher risk of cancer and
higher risk of HIV transmission and acquisition1. Unintended pregnancies, which includes
pregnancies which are either unwanted or mistimed, impact the social and economic
circumstances of women and families2,3,4. Both are indicators of interest with respect to
health policy and programmatic decision-making and will be the foci of this dissertation.
The estimated prevalence of STDs in the US is 20 million cases annually, and
despite overall declines in the rates of STDs in previous decades, there have been
recent increases in STD prevalence rates for three consecutive years1. The most recent
report from the Centers for Disease Control and Prevention identifies that from 2015 to
2016, the prevalence of Chlamydia increased almost 5%, syphilis almost 18%, and
gonorrhea almost 19%1. These trends are concerning, especially in light of antibioticresistant gonorrhea5. In addition, STD prevalence rates are disproportionately high in
people with low socio-economic status (SES), racial/ethnic minorities, and young
people1.
About 70% of women aged 15-44 (about 43 million women) make one or more
medical visits to receive SRH services per year, commonly from a private doctor’s office,
health maintenance organization (HMO), community or public health clinic, independent
family planning clinic, public health department clinic, or other service delivery setting16.
Patient populations vary between clinical settings, with patients at Title X clinics tending
to be younger (e.g., in their 20s), unmarried, racial/ethnic minorities, and poor or lowincome16. Clinical setting appears to affect the provision of reproductive health services;
for instance, specialized family planning clinics tend to offer a broader range of
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reproductive health services than other clinical settings, provide better communication,
and provide higher quality patient care17-20. However, there seems to be considerable
variation in terms of the delivery of reproductive health services within Title X clinics
including the patterns of counseling for contraception, availability of contraceptive
methods, and referral patterns21.
The high prevalence of and social disparities in STDs mirror disparities in
unwanted and unplanned pregnancy. Currently, 49% of all pregnancies in the US are
unintended, occurring among 45 of every 1,000 women of reproductive age, though this
has decreased since 20086,7. There are significant disparities according to relationship
status, income, and education7,8.
The United States Department of Health and Human Services identified family
planning as a public health priority by including it as an objective in the Healthy People
series, because of its association with health, social, and economic outcomes for women
and families9. For example, women who plan their pregnancies tend to have better
health outcomes such as earlier initiation of prenatal care, lower likelihood of smoking
and drinking during pregnancy, lower risk of preterm birth or low birth weight, higher
odds of breastfeeding, lower risk of maternal depression, and lower risk of violence
during pregnancy10-12.
Beyond better health outcomes, family planning is central to the happenings in
women’s lives, and it helps women both individually and as a class to strive for equality
and social justice. In a survey of women who sought contraceptive care from family
planning clinics, the most common reasons for using contraception were being unable to
financially support a child, not being ready for childrearing, wanting to pursue other
goals, and wanting to maintain control of their lives13. In this study, women reported
multiple reasons for using contraception13 which clearly overlap with the reasons women
seek abortions in the US. Generally, reasons for abortion relate to finances, a sense that
2

it is not the right time for a pregnancy, partner-related issues, and either needing to
focus on existing children or not being ready to transition to motherhood14,15.
The purpose of this dissertation is to address three distinct aspects of sexual and
reproductive health from a public health perspective. The first and second chapters will
address whether service delivery settings vary in terms of their provision of (a) condom
use counseling following an STD test and (b) counseling for contraception following a
pregnancy test among women not seeking pregnancy. The third chapter of this
dissertation will evaluate whether there is an association between having versus being
denied a wanted abortion with having and achieving aspirational long-term goals among
women who either received or were denied a wanted abortion. Results from this study
have implications for policy-making, and may identify training opportunities for
healthcare providers and for public health professionals.

3

CHAPTER 1: COUNSELING FOR CONDOM USE FOLLOWING STD TESTING

Molly McCarthy, PhD (c), MPH
Mohammad Siahpush, PhD, MSc
Melissa Tibbits, PhD
Jane Meza, PhD
Rebecca Anderson, JD, MS, CGC

For submission to:
Sexually Transmitted Diseases

4

Abstract
Background: This study assessed factors associated with provider
communication about condom use following an STD test.
Methods: We used the 2013-2015 National Survey of Family Growth to estimate
the relationship between receiving counseling from a healthcare provider about
condom use and source of care, fertility-related variables, number of sexual
partners, and sociodemographic characteristics.
Results: One-third of women in this sample received an STD test in the previous
year. Among women who received an STD test, 5% were tested at a family
planning clinic, 16% at a community health clinic, 67% at a private doctor’s office,
and 11% at another clinical setting. Following their test, less than half of women
were counseled about condom use. Women who attended a community health
center, private doctor’s office or HMO, or went to another clinical location had
lower odds of condom use counseling than women who attended a family
planning clinic (aOR: 0.45 [0.25,0.83]; aOR: 0.25 [0.14, 0.45], aOR: 0.27[0.15,
0.55], respectively). Older women, women who were white, women who were
married/cohabiting, and those who had a history of pregnancy had lower odds of
condom use counseling following an STD test.
Conclusion: Less than half of women received counseling for condom use
following an STD test. There was variation in receiving condom use counseling
according to source of care and sociodemographic characteristics. Family
planning and Planned Parenthood clinics were more consistent about counseling
for condom use compared to other service delivery settings.

Keywords: Condom use counseling; patient education; provider communication;
source of care; service delivery setting; condoms
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Background
An estimated 20 million new cases of sexually transmitted diseases (STDs)
occur in the United States every year1. Despite recent declines, in 2016 all three
nationally reported STDs increased for the second consecutive year, and
antibiotic resistance to first-line treatments for gonorrhea is a growing public
health problem1.
Previous research indicates that discussing sexual health is not a routine
practice among healthcare providers2,3 and there is considerable variability in the
way healthcare providers approach counseling for STD prevention4. Factors
making it difficult for providers to broach the topic of sexual health in clinical
settings include time constraints, concern about offending patients, lack of
resources and training, and personal discomfort2,5. Some providers indicated
they were less comfortable addressing the sexual health needs of patients of a
differing gender, who were older, non-heterosexual, or patients with intellectual
disabilities5.
In addition to provider-related barriers, there is evidence to suggest that
clinical locations vary in their ability to meet patients’ sexual and reproductive
health (SRH) needs. Liddon and colleagues recently reported that providers
working at clinics receiving Title X funds were more likely to communicate with
young women about condom use compared to settings which did not receive
Title X funds6. Similarly, specialized family planning clinics tend to offer a broader
range of reproductive health services than other clinical settings, and to provide
higher quality patient care7-9.
There is currently a gap in knowledge regarding social disparities in condom
use counseling among reproductive-age women, and the extent to which such
counseling varies according to service delivery setting. The purpose of this
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analysis was to identify individual-level predictors that influence the receipt of
condom use counseling as well as to examine differences in condom use
counseling among different clinical settings. Results from this study could inform
public health programs, the provision of reproductive health services, and
resource allocation.
Methods
Data for this study come from the 2013-2015 National Survey of Family Growth
(NSFG), conducted biennially by the Centers for Disease Control and
Prevention’s National Center for Health Statistics. The NSFG is based on
interviews with 5,699 women (response rate of 71.2%)10. The NSFG’s design is a
multi-stage, probability sample which is representative of the US household
population between the ages of 15 and 44 years. The primary sampling units
were Metropolitan Statistical Areas, counties, or groups of counties, and
secondary sampling units were census blocks10. African-Americans, Hispanics,
and teenagers age 15 to 19 were oversampled so that more reliable estimates
could be calculated. Interviews took place in respondents’ homes and were
conducted by female interviewers who were trained to administer the survey
using laptop computers. Additional methodological details about the NSFG are
published elsewhere10.

Outcome variable
All women were asked if they had been tested for STDs in the previous year.
Those who had been tested for STDs during the previous year were
subsequently asked, “During your visit in the past 12 months when you received
STD testing, did a doctor or medical provider talk to you about using condoms to
prevent disease?” The response options for were yes, no, and don’t know.
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Predictor variables
The predictor of interest was the service delivery setting. Women identified
whether in the past year, they had one or more than one gynecological visit.
Women who had a single visit in the past year were asked where they received
their gynecological care. Those who had more than one visit in the past year
were asked where they received testing for STDs.
Response options included a private doctor’s office; HMO facility; Community
health clinic, community clinic, or public health clinic; Family planning or Planned
Parenthood Clinic; Employer or company clinic; School or school-based clinic;
Hospital outpatient clinic; Hospital emergency room; Hospital regular room;
Urgent care center, urgi-care or walk-in facility; Some other place; and Don’t
know.
For the present analysis, responses were consolidated into: Community
health clinic, community clinic, or public health clinic; Family planning or Planned
Parenthood Clinic; Private doctor’s office; or Other service delivery setting.

Model covariates
Model covariates included age, relationship status (married/cohabiting,
widowed, divorced/annulled/separated, never married), educational attainment
(less than high school, high school graduate/GED, some college, college
graduate or higher), number of partners in last 12 months (<3 vs. >3),
race/ethnicity (Hispanic, non-Hispanic white, non-Hispanic black, non-Hispanic
other or multiple races), % of poverty level (<99%, 100-199%, 200-299%, 300399%, 400%+).
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Analytic techniques and subpopulation
First, chi-square tests were used to assess the bivariate relationship
between whether or not the respondent received counseling for condom use with
service delivery setting and with the potential model covariates. Logistic
regression was used to estimate the relationship between the outcome variable,
receiving counseling for condom use, with facility type and other model
covariates. We used backwards stepwise regression to arrive at the final model.
This analysis was limited to non-pregnant women who had an STD test in the
previous year, reported ever having sex, and had at least one sexual partner in
the past year, and who had non-missing values for each of the model covariates
(52%). The analytic sample was 1,931.
Analyses were conducted in Stata 14.0 (Stata Corp., College Station, TX,
USA). All analyses used sample weights which reflected the design of the NSFG.
Specifically, Stata’s svyset command was used to appropriately model the
complex design and to specify the sampling weight, strata, and cluster variables.
The subpop command specified the subpopulation of interest.

Results
There were 5,699 women in the overall sample. In the previous year,
roughly two-thirds had not been tested for STDs and almost 10% had not had an
opposite-sex partner. They were excluded from the analytic sample, as were
women who had any missing value of a model covariate.
The analytic sample included 1,931 women who had an STD test and at
least one opposite-sex partner in the previous year. Overall, less than half of
women in the analytic sample were counseled for condom use (48%). Most
women (68%) received their STD test at a private doctor’s office or HMO clinic.
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About 16% of the sample received it from a community health clinic, as did 5%
from a family planning or Planned Parenthood clinic and 11% from another
clinical location.
Sample characteristics are presented in Table 1. Women in this study
ranged in age from 15 to 44 years (median=28, IQR [23, 34]), and most had
completed a college degree or some college. About 47% of women in this
sample were white, 21% were black, 23% were Hispanic, and 9% were nonHispanic other. About 55% of women in this sample reported being at or below
199% of the federal poverty line (FPL). Roughly half of the analytic sample was
married or cohabiting and slightly more than one-third was single and never
married. Most women were privately insured (55%) but many were publicly
insured (31%), and a sizable minority used Indian Health Service, single service,
or were uninsured (14%). A majority had fewer than three partners in the
previous 12 months and almost three-quarters had a history of pregnancy.
In unadjusted analyses (Table 1), clinics differed in terms of counseling
for condom use following a pregnancy test, with 77% of women who went to a
Family Planning Clinic reporting having been counseled versus 64% who
attended a Community Health Clinic, 41% who attended a private doctor’s office
or HMO, and 48% who attended a different clinical setting.
In bivariate analyses (Table 1), women who were younger, had lower
educational attainment, who were minorities, and had lower income were more
likely to be counseled for condom use following an STD test. Compared to
married and cohabiting women, those who were separated, divorced, or annulled
and those who had never married were more likely to receive counseling for
condom use. Women who had three or more partners in the previous year,
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women who had never been pregnant, and those who were uninsured were also
more likely to receive condom counseling following an STD test.
Multivariate models estimated the relationship between the odds of
having been counseled for condom use following an STD test, accounting for
clinic location, age category, educational attainment, race, poverty status, marital
status, relationship status, insurance status, number of sexual partners in the
previous year, and history of pregnancy (Table 2).
Compared to women who attended a Family Planning Clinic, women who
went to a Community Health Clinic or other clinical setting had lower odds of
receiving counseling for condom use following STD test (OR=0.45, 95% CI [0.24,
0.83] and OR=0.25, 95% CI [0.14, 0.45], respectively). Younger women did not
differ significantly from women between the ages of 25 and 29 in terms of being
counseled for condom use following STD test, however, women who were 30
years of age or older had lower odds of receiving counseling.
In adjusted models, black and Hispanic women had higher odds of being
counseled for condom use following STD testing than white women (OR=2.24,
95% CI [1.82, 3.86] and OR=2.09, 95% CI [1.45, 3.02]). Being married or
cohabiting conferred lower odds of receiving counseling for condom use following
an STD test compared to women who were never married or not cohabiting
(OR=0.56, 95% CI [.040, 0.78]). Having a history of pregnancy conferred
significantly lower odds of receiving counseling (OR=0.66, 95% CI [0.46, 0.94]).
Notably, in adjusted models, there was no association between the odds
of receiving counseling for condom use following an STD test and having three or
more partners in the previous year.
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Discussion
This study used a nationally representative dataset from the US to examine
whether disparities exist in counseling for condom use according to service
delivery location and individual-level characteristics among non-pregnant women
who had at least one sexual partner and an STD test in the previous year.
Overall, less than half of women in this sub-sample recalled having received
counseling for condom use following an STD test. In multivariate models,
patients who attended family planning clinics had higher odds than women who
attended either community health clinics or other clinical settings to
receive condom use counseling. Adjusted results indicated that there were
disparities in condom use counseling such that women who were older, had a
history of pregnancy, and women who were married had lower odds of receiving
condom use counseling. Multivariate results also indicated that black and
Hispanic women had higher odds of receiving condom use counseling than white
women.
This study found that over half of patients were not counseled for condom
use following an STD test. This is similar to findings from previous studies
documenting that discussing patients’ sexual histories is not routine practice
among many healthcare providers2,3. For instance, a study using 2003 Youth
Risk Behavior Surveillance (YRBS) data found that only one-third of adolescent
males who attended a well check in the previous year and were sexually
experienced recalled discussing STDs, HIV, or pregnancy prevention during that
visit3. Bull and colleagues also documented that SRH discussions occurred
inconsistently, with providers and patients discussing basic information about
STDs in two-thirds of appointments and information about condom use in half of
appointments2.
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That receipt of counseling for condom use varied according to service delivery
location in this study is also consistent with findings from previous literature. For
example, Liddon and colleagues found that Title X recipients were likely to
communicate with young women about condom use during a medical visit related
to sexual and reproductive health (SRH)6. In addition, condoms tend to be more
widely available on-site at Title X and family planning clinics compared to other
clinical settings7-9. More generally, a wider range and higher quality of
reproductive health services, including counseling for preventing STDs, appears
to be available at publicly funded clinics which are Planned Parenthood sites,
Title X recipients, or have a large volume of family planning patients. 6-9 Taken
together, these findings suggest that aspects of specialized family planning
clinics which aid in meeting the SRH needs of their patient populations could be
adapted for use in other clinical settings.
This study found that receipt of condom use counseling was not uniform
among sociodemographic groups, even when controlling for the effect of service
delivery setting. In particular, African-American and Hispanic women had higher
odds of receiving counseling for condom use than white women. Prior literature
related to patient education in SRH found significant variability according to
race/ethnicity5, and providers have reported being less comfortable addressing
sexuality among patients who were racial/ethnic minorities5. In a chart review of
males aged 13-24, black men were more likely to be counseled for condom use
compared to white and Hispanic males11. Williams and colleagues suggested
that bias on the behalf of providers may have informed assumptions that younger
or white patients were not sexually active and therefore not in need of condom
use counseling12. This rationale cannot explain the failure to counsel patients
being tested for an STD. Other studies addressing race dynamics between
13

patients and provides suggests that white physicians tend to be more verbally
dominant13,14, use less patient-centered communication13, have less positive
affect14, and provide poorer interpersonal care14 when interacting with AfricanAmerican patients compared to white patients.
In contrast to some previous findings, we did not find significant differences in
condom use counseling according to many sociodemographic/behavioral
characteristics such as poverty, educational attainment, and number of partners
in the previous year. Some previous research found an association between
SRH counseling and age and number of partners6 as well as less comfort on the
part of providers with addressing the sexual health needs of people who were of
the opposite gender, older, non-heterosexual, or who had an intellectual
disability5. Barriers to addressing sexual health on behalf of physicians include
“fear about ‘opening up a can of worms’”; inadequate time in a clinical encounter;
concern about not having enough resources, training, knowledge, and abilities;
concern that the patient would be offended; and personal discomfort with
addressing SRH2,5. However, training in communication skills may help providers
overcome barriers related to addressing SRH15.
There were several limitations to this study. First, we were unable to
evaluate the content and quality of the counseling that patients received. Second,
the data used in this study were all self-reported and as such, were subject to
recall and social desirability bias. However, the outcome variable in this study
related to condom use in the previous 12 months, which would reduce the impact
of recall bias. This study added to the existing literature by estimating the
relationships between the receipt of condom use counseling with individual-level
and service-delivery setting variables among women of reproductive age.
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Given the widespread stigmatization of discussing sexuality, it may be
helpful for providers to discuss sexual and reproductive health topics, including
counseling for condom use, more routinely. Sobo argues that routinization
lessens stigma and can help providers manage scarce time16. In addition, while
providing health services and implementing public health programs, providers
and public health professionals should be mindful that the discourse linking
condom use to risk behaviors may imply that people who use them have not
achieved the “conjugal ideal” (i.e., a mutually monogamous relationship with a
disease-free partner) and as such, may elevate the “love-related symbolic value
and desirability of condomless sex”16.
This study adds to the existing literature by documenting a missed opportunity
to provide counseling about condom use following an STD test, and
demonstrating that specialized family planning clinics tend to counsel patients
more consistently than do other clinical settings. Specialized family planning
clinics have the potential to serve as a model for best practices related to the
provision of SRH services.
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Table 1: Participant characteristics of women who had an STD test and at least one
opposite sex partner in the previous year
N=1,931

Total
Clinic setting
Family Planning or Planned
Parenthood clinic
Community health clinic, community
clinic, or public health clinic
Private doctor’s office or HMO
Other
Age (years)
15-19
20-24
25-29
30-39
40-44
Educational attainment
Less than high school
Finished high school/GED
Some college
College or higher
Race
White
Black
Hispanic
Non-Hispanic other
Poverty status
<100
100-199
200-299
300-399
400+
Marital/cohabitation status
Married or cohabiting

Sample
characteristics

Counseled for
condom use
following STD
test

n(weighted %)

n(weighted %) p-value

1,931(100)

1,005(48)
<0.001

115(5)

87(77)

377(16)
1,222(68)
217(11)

256(64)
557(41)
105(48)
<0.001

164(7)
477(26)
454(23)
669(34)
167(9)

116(72)
296(58)
254(50)
282(38)
57(27)
<0.001

315(14)
568(27)
507(27)
541(32)

195(58)
334(56)
270(50)
206(33)
<0.001

772(47)
552(21)
453(23)
154(9)

325(38)
350(63)
259(57)
71(38)
<0.001

739(32)
456(23)
277(16)
157(10)

455(60)
237(50)
139(44)
60(39)

302(19)

114(32)
<0.001

860(52)

340(36)
16

Separated, divorced, or annulled
Never married

196(9)
875(38)

104(55)
561(62)

Insurance status

<0.001

Private
Medicare, Medicaid, CHIP, or
tri-care
Indian Health Service, single service,
or uninsured
Number of partners
Fewer than three
Three or greater

899(55)

396(41)

731(31)

422(55)

301(14)

187(60)
0.01

1,743(91)
188(9)

886(46)
119(61)

History of pregnancy

0.01
No
Yes

509(29)
1,422(71)

299(56)
706(44)
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Table 2: Adjusted odds of receiving counseling for condom use following STD test
among women with at least one opposite-sex partner in the previous year
N=1,931
OR
95% CI
Service delivery setting
Family planning or Planned Parenthood clinic
ref.
ref.
Community health center, community clinic, public health
clinic 0.45* (0.24,0.83)
Private doctor or HMO 0.25*** (0.14,0.45)
Other service delivery setting 0.27*** (0.14,0.55)
Age category
15-19
1.41
(0.79,2.52)
20-24
0.97
(0.64,1.47)
25-29
ref.
ref.
30-39 0.55** (0.38,0.79)
40-44 0.33*** (0.18,0.61)
Educational attainment
Less than high school
ref.
ref.
High school diploma or GED
1.24
(0.84,1.83)
Some college
0.96
(0.67,1.38)
College or higher
0.69
(0.43,1.10)
Race/ethnicity
White
ref.
ref.
Black 2.65*** (1.82,3.86)
Hispanic 2.09*** (1.45,3.02)
Non-Hispanic other
0.98
(0.56,1.74)
% FPL
<100
ref.
ref.
100-199
0.74
(0.52,1.06)
200-299
0.74
(0.45,1.20)
300-399
0.71
(0.47,1.08)
400+
0.61
(0.36,1.01)
Marital status
Married or cohabiting 0.56*** (0.40,0.78)
Separated, divorced, annulled
1.78
(0.94,3.39)
Single and never married
ref.
ref.
History of pregnancy
None
ref.
ref.
History of pregnancy 0.66* (0.46,0.94)
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Abstract
Objective: This study assessed factors associated with provider communication
about contraception following a pregnancy test among sexually active women of
reproductive age not seeking pregnancy.
Study Design: We used the 2013-2015 National Survey of Family Growth to
estimate the relationship between receiving counseling from a healthcare
provider about contraception with source of care, fertility-related variables, and
sociodemographic characteristics.
Results: One-third of women who received a pregnancy test in a clinical setting
were not subsequently counseled for contraceptive methods. Women who
received their pregnancy test from specialized family planning clinics and those
who received their pregnancy test from a community health clinic or private
doctor or HMO did not differ in terms of the percent counseled for contraception;
however, women attending other clinical settings had lower odds of receiving
contraceptive counseling relative to women who attended family planning clinics
(adjusted odds ratio (aOR)=0.25[0.09, 0.70]). In adjusted models, black women
had higher odds of receiving contraceptive counseling compared to white women
(aOR=1.74[1.05,2.88]). Older women had lower odds of receiving counseling
compared to younger women (aOR=0.16[0.06,0.44]).
Conclusion: Family planning clinics counseled patients for contraception more
consistently than other providers. A large minority of women did not receive
counseling for contraceptive use following a pregnancy test. Communication
about contraception varied according to service delivery setting, race, and age.
Implications: Family planning clinics’ approaches to counseling patients for
contraception might be adapted for use in other clinical settings. Women not
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seeking pregnancy should be counseled for contraception regardless of
sociodemographic characteristics.
Keywords: Contraceptive counseling, provider communication, birth control,
family planning clinics

Background
Nearly half of pregnancies in the United States are unintended despite
the availability of effective methods of contraception1,2. While about two-thirds of
women seeking to avoid pregnancy use contraception, non-use and inconsistent
use of contraception account for about 95% of unintended pregnancies.3
Women who are not seeking pregnancy and who receive a negative
pregnancy test (NPT) in a clinical setting may benefit from contraceptive
counseling during that clinical encounter. Previous research by Zabin and
colleagues found that among adolescent girls presenting at a clinic for pregnancy
testing, one-fourth had previously received an NPT from a clinic.4 In a
longitudinal study of adolescents who tested for pregnancy in a clinic, 33% of
those who tested negative at baseline carried a pregnancy to term during the
subsequent 18 months.5 More recently, Daley and colleagues identified in a
multi-site study that 77% of teenagers who tested for pregnancy had negative
test results.6
Sexual and reproductive health (SRH) services are not consistently
offered to adolescents following an NPT. Saddler found that only half of
adolescents were offered hormonal contraception and only one-third were
offered condoms following an NPT.7 Additionally, counseling for contraception
following an NPT appears to be an acceptable time for non-pregnant women not
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seeking pregnancy and their providers to discuss contraceptive use.8 Thus, the
clinical encounter in which a woman not seeking pregnancy receives an NPT
might well be leveraged to promote contraceptive use as a means of preventing
subsequent unintended pregnancy.4-6,9
Contraceptive counseling is particularly important in light of recent studies
showing that counseling affects the contraceptive method women choose.10-12
Furthermore, communication about contraceptive methods is associated with
method use at last intercourse,13 method satisfaction,14 and method
continuation15.
Prior research indicates that not all patients are counseled in the same
way about contraception. For example, a recent study indicated that among
young women, younger age, being non-Hispanic black, and of higher
socioeconomic status conferred higher odds of receiving counseling following a
pregnancy test, but not following a pelvic exam or Pap test16. Other research has
suggested that compared to white women, black women were more likely to
report being advised to limit child-bearing17 and feeling pressured by healthcare
providers to use contraception;18 additionally, black and Hispanic women are
more likely to be counseled for sterilization19.
Source of care may also influence patient-provider communication about
contraception. For example, Liddon and colleagues found that Title X public
clinics were more likely than private providers to discuss contraception with
young women.16 Wood and colleagues found that Federally Qualified Health
Centers (FQHCs), a growing source of care for women of reproductive age, had
wide variability in terms of contraceptive counseling, available methods, and
referral patterns20.
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There is a gap in knowledge related to the extent to which women are
counseled for contraception following a pregnancy test in a clinical setting,
particularly according to service delivery setting and among all women of
reproductive age. This study sought to examine the prevalence and determinants
of counseling following pregnancy testing in clinical settings among women of
reproductive age not seeking pregnancy.

Methods
This study used data from the 2013-2015 National Survey of Family
Growth (NSFG), a survey conducted biennially by the National Center for Health
Statistics. The most recent NSFG is based on interviews with 5,699 women,
which represented a response rate of 71.2%21.. The NSFG is a representative
sample of the US household population of individuals between 15 and 44 years
of age. It uses a multi-stage probability design and over-samples AfricanAmericans, Hispanics, and teenagers so that more reliable estimates may be
calculated. Respondents were surveyed in their own homes by trained female
interviewers. Additional methodological details about the NSFG are published
elsewhere21.
Outcome variable
All women were asked if they had been tested for pregnancy in the
previous year. Those who had were then asked, “During your visit in the past 12
months when you received a pregnancy test, did a doctor or medical provider talk
to you about using birth control?” The response options were yes, no, and don’t
know.
Predictor variable
The main predictor variable of interest in this analysis was the service
delivery setting. Women identified whether they received their gynecological
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services during the past year during a single visit or in more than one visit.
Women who had more than one gynecological visit in the past year were asked
where they received their pregnancy test and women who had one gynecological
visit in the past year which included a pregnancy test were asked where they
received all services. Response options for both questions included the following:
Private doctor’s office; HMO facility; Community health clinic, community clinic, or
public health clinic (includes FQHC); Family planning or Planned Parenthood
Clinics; Employer or company clinic; School or school-based clinic; Hospital
outpatient clinic; Hospital emergency room; Hospital regular room; Urgent care
center, urgi-care or walk-in facility; Some other place; and Don’t know.
For the purpose of this analysis, responses were consolidated into: Family
planning or Planned Parenthood clinic; Community health clinic, community
clinic, or public health clinic; Private doctor’s office; and Other.
Potential model covariates included age category (15-19, 20-24, 25-29,
30-39, 40-44); race/ethnicity (white, black, Hispanic, non-Hispanic other),
educational attainment (less than high school, high school diploma or GED,
some college, college degree or higher); marital status (married or cohabiting,
separated, divorced or annulled, or never married); % of federal poverty level
(FPL) (<100, 100-199, 200-299, 300-300, 400+); and history of pregnancy (yes,
no).
Analytic techniques and subpopulation
First, chi-square tests were used to assess the bivariate relationship
between whether or not the respondent received counseling for contraception
and the model covariates. We used logistic regression to estimate the
relationship between receiving counseling with the main predictor variable, which
was the service delivery setting, and model covariates. This analysis was limited
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to non-pregnant women who had a pregnancy test in the previous year, who had
at least one opposite-sex partner in the previous year, who were not seeking
a(nother) pregnancy in the next two years, who were not surgically sterile, and
whose main partner was not surgically sterile.
Analyses were conducted in Stata 14.0 (Stata Corp., College Station, TX,
USA). To account for the complex sample design, sampling weights were applied
to all analyses. Sampling weights represented the probability of being selected
for the study (which differed among population subgroups), adjusted for the
nonresponse of people with similar characteristics, and further adjusted
according to US Census Bureau estimates (age, sex, race, and ethnicity) such
that inferences can be drawn about the US household population. Specifically,
Stata’s svyset command was used to declare that the data used a complex
design and to specify the sampling weight, strata, and cluster variables. The
subpop command specified the subpopulation of interest. We planned a
complete case analysis, thus excluding women with missing values on one or
more of the model covariates. A backward stepwise regression process was
used to select the final model. The analytic sample size was 812.

Results
In the overall sample (n=5,699), 1,314 (27%) received a pregnancy test in
a clinical setting in the past 12 months. The analytic sample consisted of 812
women who were not pregnant, had at least one opposite-sex partner in the
previous year, were not surgically sterile and whose main partner was not
surgically sterile, who were not anticipating a birth in the next two years, and who
received a pregnancy test in a clinical setting in the past year.
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Women in this sample ranged in age from 15 to 44 years (median=25,
IQR [21, 31]). There was considerable variability in women’s educational
attainment, with many women having achieved some college or a college degree
or higher. The sample was diverse in the distribution of race/ethnicity. Almost
45% of women were white, 21% were black, 26% were Hispanic, and 8% were
another race/ethnicity. Almost half of women in this study were either married or
cohabiting; a slight majority were privately insured, and a majority (65.75%) had
a history of pregnancy. Only one woman was excluded from this analysis due to
missing values of model covariates.
Roughly 8.3% of women in the analytic sample received their pregnancy
test from a Family Planning or Planned Parenthood clinic, 21% from a community
health clinic, community clinic, or public health clinic, 56% from a private doctor’s
office or HMO clinic, and 15% from another clinical setting.
In the analytic sample, about one in three women did not receive
counseling for a contraceptive method following a pregnancy test (34%) (Table
1). In unadjusted results, many sociodemographic characteristics including
educational attainment, race, poverty status, marital status, insurance status, and
history of pregnancy were not associated having received counseling for a
contraceptive method following a pregnancy test. However, service delivery
setting and age were significantly related to receiving counseling for
contraception at the bivariate level.
In multivariate analyses (Table 2), women who attended a Family
planning or Planned Parenthood clinic for their pregnancy test did not differ from
women who attended either a community health center, community clinic or
public health clinic, or who visited a private doctor or HMO in terms of their odds
of receiving contraception following a pregnancy test. However, women who
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went to other service delivery settings had lower odds of receiving counseling for
contraception following a pregnancy test (OR=0.25 [0.90, 0.70]).
Adjusted results did not provide evidence of an association of the odds of
receiving contraceptive counseling with sociodemographic characteristics such
as marital status, % FPL, or history of pregnancy. However, black women had
higher odds of receiving contraceptive counseling following a pregnancy test than
white women (OR=1.74 [1.05, 2.88]) and women who were older (i.e., 40-44
years) had much lower odds of receiving counseling for contraception than
women who were 15-19 years of age (OR=0.16[0.06,0.44]).

Discussion
The present study utilized a nationally representative sample of women aged
15 to 44 to examine factors associated with receiving contraceptive counseling
following a pregnancy test in a clinical setting in the previous year among women
not seeking pregnancy in the next two years. Two-thirds of the analytic sample
received counseling for contraceptive use following the pregnancy test. In
adjusted models, Black women had higher odds of receiving contraceptive
counseling than white women. Women who received their contraceptive
counseling at a family planning clinic did not differ from those who attended a
community health center or private doctor’s office in terms of their odds for being
counseled for contraception following a pregnancy test, although they had higher
odds of receiving counseling than women who attended other clinical settings.
The results from this study indicate that there is a missed opportunity for
healthcare providers to communicate with patients about contraception.
The results of this study are consistent with previous research related to
contraceptive counseling. In a study using 2002 NSFG data, Borrero found that
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among women aged 18-44 years who were not seeking pregnancy, white women
were less likely to be counseled for contraception than black or Hispanic women,
and were less likely than Hispanic women to be counseled for sterilization19. In a
cross-sectional telephone survey of low-income women, black women were more
likely to report being pressured by a clinician to use contraception compared to
white women18. In a randomized controlled trial related to whether providers
would recommend intrauterine contraception (IUC), respondents were more likely
to recommend IUC to high-SES patients compared to low-SES patients22. While
there were no racial disparities in recommending IUC to high SES patients,
providers were more likely to recommend IUC to low-SES black and Hispanic
women compared to low-SES white women22. Similarly, low-income women of
color appear to be more likely to report being advised to limit childbearing and to
be discouraged from having children relative to middle-class (i.e., insurance was
not publicly funded) white women17. Pregnant women receiving postpartum care
were more likely to have a postpartum plan for contraception if they were white
and English-speaking23.
In the present study, teenage women and young adults did not differ in terms
of the odds of receiving contraceptive counseling following a pregnancy test.
Prior research found that in adolescents’ communication with providers about
family planning needs, there were no disparities among patients according to
race/ethnicity or SES and overall, patients reported a high degree of satisfaction
with the counseling they received24. However, the authors note that providers
infrequently discussed the sexual and reproductive health needs of their
adolescent and young adult patients, and aspects of the contraceptive
counseling could be improved. For instance, providers did not communicate with
patients regarding their preference for contraception over one-third of the time,
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did not ask patients if they had questions in about half of appointments, and did
not discuss risk of STIs in over two-thirds of appointments24.
We found that the receipt of contraceptive counseling varied according to
service delivery setting. Though women attending family planning clinics did not
differ from those who attended community health centers, they had significantly
higher odds than women attending other clinical settings to receive contraceptive
counseling. Previous studies also found that communication about contraception
relates to provider- and service-delivery characteristics. For example, nurse
practitioners (NPs) are more likely to provide general patient education than
physician residents25 and to develop a postpartum contraceptive plan with
pregnant patients23.
Prior research related to service delivery setting has documented that clinics
which specialize in family planning and/or are publicly funded tend to provide
higher quality sexual and reproductive health services than other settings,
suggesting they could model providing comprehensive sexual and reproductive
health services. While many providers do not routinely counsel patients about
contraception26, specialized family planning clinics tend to have protocols for
promoting contraceptive use and less incentive for limiting “generally
inadequately reimbursed” counseling services26. Further, Landry articulated the
need for wider dissemination of guidelines26 that assist providers with billing for
preventive visits including time for counseling25.
Beyond counseling practices, the availability of contraceptive methods is
greater in family planning clinics relative to other types of clinical settings. For
instance, family planning clinics tend to more readily offer quick-start of
contraception (i.e., provided by 78% in a study by Landry and colleagues), while
it was only offered by 25% of other public providers, and by just 13% of family
32

physicians26. Likewise, compared to family physicians, specialized family
planning clinics are more likely to have oral contraceptives and condoms onsite28. Specialized family planning clinics also tend to offer confidential services
more readily than other types of providers29. This is significant given that privacy
and confidentiality are important barriers to receiving sexual and reproductive
health services30.
This study adds to the current literature by documenting that roughly onethird of women who tested for pregnancy in a clinical setting and who are not
seeking pregnancy for two or more years were not counseled for contraception
following their pregnancy test and that there are social disparities in
contraceptive counseling. However, this study has several limitations. First, we
were unable to assess either the appropriateness or the quality of contraceptive
counseling that women received. Second, this sample only included women who
tested for pregnancy in a clinic in the previous year. Women who test for
pregnancy at home, or forgo pregnancy testing altogether, may be systematically
different than women who test for pregnancy in a clinical setting. Further, recall
bias and social desirability biases could influence the results; however, the NSFG
sought to minimize the impact of recall bias by limiting the question to
reproductive health care visits received in the previous 12 months.
The results of the present study have implications for clinicians. First,
providing continuing education and interventions focused on the content,
process, and consistency of contraceptive counseling may improve patients’
experiences. In particular, establishing rapport15, eliciting patients’
perspectives15, providing balanced information about a range of contraceptive
methods31, and not omitting information about side effects31 are some ways of
improving interpersonal care and minimizing the perception of pressure. Given
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this study’s finding of differences in contraceptive counseling and other literature
related to the differences according to service delivery settings,16,26,28,29 it may be
advisable to adapt training opportunities and protocols used in family planning
clinics for use in other clinical settings to augment the reproductive health
services provided in such settings, including contraceptive counseling16.
Table 1: Sociodemographic characteristics
N= 812

Counseled
Clinic setting
Family Planning or Planned
Parenthood clinic
Community health clinic, community
clinic, or public health clinic
Private doctor’s office or HMO clinic
Other clinical setting
Age (years)
15-19
20-24
25-29
30-39
40-44
Educational attainment
Less than high school
Finished high school/GED
Some college
College or higher
Race
White
Black
Hispanic

n(weighted %)
Analytic
sample n
counseled for
(weighted %) contraception p-value
812(100)
533(66)
0.01
80(8)

85(78)

169(21)
439(56)
123(15)

131(82)
280(63)
57(47)
0.03

115(13)
244(33)
192(21)
228(29)
33(4)

86(78)
164(69)
128(64)
141(63)
14(37)
ns

152(16)
238(29)
233(29)
189(26)

103(71)
157(68)
165(69)
108(57)
ns

289(44)
227(21)
219(26)

172(60)
165(71)
148(73)
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Non-Hispanic Other
% of Federal Poverty Line
<100
100-199
200-299
300-399
400+
Marital/cohabitation status
Married or cohabiting
Separated, divorced, or annulled
Never married

77(8)

48(64)
ns

327(34)
195(25)
113(15)
62(9)
115(18)

217(66)
132(72)
80(68)
36(57)
68(61)
ns

322(49)
69(8)
421(44)

193(62)
44(55)
296(72)
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Table 2: Adjusted odds of receiving counseling for contraception following
pregnancy test
N=812
OR
95% CI
Service delivery setting
Family planning or Planned Parenthood clinic
ref.
ref.
Community health center, community clinic, public health
clinic
1.21
(0.40,3.68)
Private doctor or HMO
0.49
(0.20,1.20)
Other service delivery setting 0.25** (0.09,0.70)
Age category
15-19
ref.
ref.
20-24
0.61
(0.32,1.17)
25-29
0.48
(0.20,1.12)
30-39
0.49
(0.20,1.22)
40-44 0.16*** (0.06,0.44)
Race/ethnicity
White
ref.
ref.
Black 1.74* (1.05,2.88)
Hispanic
1.54
(0.87,2.74)
Non-Hispanic other
1.32
(0.61,2.84)
Marital status
Married or cohabiting
0.75
(0.44,1.29)
Separated, divorced, annulled
0.55
(0.25,1.20)
Single and never married
ref.
ref.
% FPL
<100
0.64
(0.37,1.12)
100-199
ref.
ref.
200-299
0.94
(0.48,1.85)
300-399
0.67
(0.27,1.65)
400+
0.9
(0.45,1.80)
History of pregnancy
None
ref.
ref.
Any pregnancy history
1.33
(0.77,2.30)
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Abstract
Background: Support for abortion rights is often based on the idea that it helps
women define for themselves the trajectory of their futures. Previous research
has not evaluated long-term goal setting and achievement among women with
unwanted pregnancies. This study examined whether receiving versus being
turned away from an abortion impacts aspirational goal setting and attainment.
Methods: This five-year longitudinal cohort study evaluated five-year aspirational
plan setting and achievement among women who were denied a wanted abortion
because they were beyond the facility’s gestational limit as well as among
women who received an abortion either in the first trimester or within two week of
the gestational limit. In this analysis, we examined whether having versus being
denied a wanted abortion was associated with (a) aspirational goal setting and
(b) setting an aspirational five-year plan and achieving it after five years’ time.
Results: The 956 women recruited at baseline reported 2,058 five-year plans, of
which 1,868 were aspirational (90.8%). Among women not lost to follow up, 75
were denied an abortion because they were beyond the facility’s gestational limit
(“Parenting Turnaways”), 123 received an abortion within two weeks of the
gestational limit (“Near Limits”), 256 received an abortion in the first trimester
(“First Trimesters”), and 62 were turned away but subsequently had a
miscarriage, received an abortion elsewhere, or placed their child for adoption
(“Non-Parenting Turnaways”). In multivariate analyses, Turnaways had lower
odds of setting an aspirational five-year plan than Near Limits (OR=0.39 [0.18,
0.86]). However, Parenting Turnaways did not differ from women in other study
groups in terms of having and achieving an aspirational five-year plan relative to
the outcome of either not setting an aspirational plan, or setting and not
achieving an aspirational five-year plan. Having and achieving an aspirational
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five-year plan was positively associated with being employed or in school at
baseline (OR=1.50 [1.02, 2.22]) and negatively associated with having less than
a high school education at baseline compared to a high school diploma or
equivalent (OR=0.56 [0.36, 0.89]).
Conclusions: Women turned away from abortions were less optimistic about their
long-term futures than women who received a wanted abortion. This finding
supports the idea that abortion access can help women define the opportunities
in life they wish to pursue, and suggests that support for low-income mothers and
single parents may help women achieve their goals in a shorter timeframe.
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Background
Despite a decrease in rates since the 1990s, abortion is still quite
common in the United States, the outcome of nearly one in five pregnancies1.
Women who terminate their pregnancies often give multiple reasons for why
having a child or another child would be difficult2. Specific reasons for abortion
frequently relate to finances, a sense of wrong timing, partner-related issues, and
the need to focus on the children they already have. In a review of papers which
used both qualitative and quantitative methods to understand the reasons
women get abortions, Kirkman and colleagues categorized reasons as primarily
woman-focused, others-focused, material, and complex/contingent3. Womanfocused reasons for abortion largely dealt with a sense of “wrong timing,” such
that the pregnancy would be disruptive to educational aspirations, work, or life
plans. Reasons for abortion were clearly interrelated, as women also frequently
mentioned material or socioeconomic conditions which would affect her, her
existing children, and potentially her partner. Generally, abortion decision-making
depended on weighing multiple life circumstances, and dramatic changes to
women’s educational aspirations, work, and responsibilities to others were
important reasons women sought abortions in these studies.
The sex equality framework for reproductive rights is based on the idea
that abortion access can help assure equality between men and women4,5. This
framework is characterized by its attention to the social aspects of reproduction,
stressing, for instance, that norms for men and women are differentiated as they
relate to child rearing. This results in adverse consequences, especially for
women, because “those who engage in care giving are often prevented from
acquiring education and market experience that are economically valued as care
giving is not”5. Furthermore, the sex equality framework for reproductive rights
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delineates practical and dignitary concerns related to agency in reproduction
which affect the welfare of women both individually and as a class. Practical
concerns include financial stability, the ease of entering and exiting relationships,
and opportunities for education and employment. The concerns of dignitary
import are especially about the role of women and the cultural assumption that
women’s primary contribution is to care for others. Therefore, the ability of
women to control their reproductive trajectories “recognizes women as selfgoverning agents who are competent to make decisions for themselves and their
families and have the prerogative to determine when and how they will devote
themselves to caring for others”5.
Support for abortion rights is often predicated on the idea that it can help
women access life’s opportunities, especially related to financial stability and
equality 6,7. In a nationally representative study conducted by the Urban Institute
related to perceptions of unplanned childrearing, respondents were asked to rate
the effect of unplanned birth on seven different domains of life8. Over half of the
respondents predicted that the overall effect of unplanned birth would negatively
affect a woman’s life while about 15% reported that the effects would be neutral,
positive, or mixed. Of the women in this study who personally experienced
unplanned birth, roughly half reported that it improved their motivation to achieve
their goals, roughly half reported it negatively affected their income, 40%
reported it negatively affected their mental health, and about one-third reported it
negatively affected their education, job, and relationship with their partner8,9.
Few studies have examined whether women who receive abortions are
more likely to achieve their life goals. In a study of adolescents in 1989 in
Baltimore, those who received an abortion were more likely to finish high school
than those who did not9. A longitudinal study in New Zealand found that young
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women who carried a pregnancy to term were less likely to finish college than
women who had an abortion or never had a pregnancy10.
The Turnaway Study was a longitudinal cohort study designed to
understand the health, social, and socioeconomic effects of abortion on women1113

. It compares women who were denied an abortion because they were beyond

the facility’s gestational limit to women who received an abortion just under the
gestational limit. We have previously examined how receiving or being denied an
abortion affects one-year plans14. Compared to women who were turned away
from abortion care and subsequently parented, those who received an abortion
were more likely to have an aspirational plan and to achieve it after one year14.
Whether differences in aspirational goal setting and attainment remain
over a longer period of time is unknown. The purpose of this study was to
examine whether five-year aspirational goal setting and achievement differed
among women who either received or were denied a wanted abortion.
Methods
The Turnaway Study was a five-year prospective cohort study designed
to assess the effect of having versus being denied an abortion on a range of
health and socioeconomic outcomes. Between 2008 and 2010, women were
recruited from 30 abortion facilities in 21 states to participate in the study.
Recruitment sites were facilities with the latest gestational limit of all abortion
facilities within 150 miles. Sites’ gestational limits ranged from 10 weeks to the
end of the second trimester. They were identified by referral and through the
National Abortion Federation.
Women were recruited into three groups on a 1:2:1 ratio: “Turnaways”
were women denied abortions because they presented up to three weeks
beyond the facility’s gestational limit; “Near Limits” were abortion patients who
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presented up to two weeks before the facility’s gestational limit and received an
abortion; and “First-Trimesters” were abortion patients who presented in their first
trimester and received an abortion. To identify the effect of carrying an unwanted
pregnancy to term, we separate (a) Turnaways who carried the pregnancy to
term and were raising the child, “Parenting Turnaways” from (b) Turnaways who
subsequently had an abortion elsewhere, miscarried, or placed the child for
adoption, “Non-Parenting Turnaways”. Women were eligible to participate in the
study if they sought an abortion at a participating clinic during the study period, fit
into the gestational limits of one of the study groups, spoke English or Spanish,
and were 15 years of age or older. Following the baseline survey one week after
either receiving or being denied an abortion, participants were interviewed by
phone semi-annually for five years by researchers from the University of
California, San Francisco (UCSF). All participants provided informed consent and
the study was approved by the Institutional Review Board at UCSF. Additional
methodological details can be found elsewhere 11,13.
Measures
Surveys included questions about demographic and socioeconomic
characteristics, household composition, employment and educational endeavors,
reproductive history, social support, relationships, children, and life satisfaction.
At the end of the baseline survey, participants were also asked the open-ended
question, “How do you think your life will be different in five years from now?”
Responses to questions from subsequent waves were used to understand
whether or not women achieved their plans.
Each five-year plan was characterized by the coders by topic and by
outlook. Outlooks were positive, negative, or neutral, with positive plans being
considered “aspirational”. Topics included education, employment, financial,
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child-related, emotional, living situation/residence, relationship status, and
“other”. Next, we identified which of the five-year plans were measurable and
determined whether or not each individual plan was attained by the end of the
study period based on the woman’s responses to other questions in surveys over
the next five years.
Data analysis
First, we described the sample’s sociodemographic characteristics, and
assessed whether any study group differed from the Near-Limit group. Using the
Near-Limit group as the reference category allows us to test whether five year
plans are associated with having an earlier versus a later abortion (by comparing
to the First Trimester sample) and with receiving or being denied an abortion (by
comparison to the Parenting Turnaway group). We conducted four separate
mixed-effects regression analyses. Multinomial logistic regression models
assessed whether there were differences in goal type and goal attainment
among study groups. Next, mixed-effects logistic regression analyses estimated
the odds of (a) having an aspirational five-year plan and (b) achieving it. The
near-limit group was the reference group for all analyses.
Models were adjusted for baseline covariates including age, race,
education, employment, poverty status, union status, parity, and history of
depression/anxiety. Given that many women reported multiple five-year plans,
the unit of analysis was the plan. Mixed-effects models included a random term
to adjust for clustering within the participant and within facilities. All analyses
were conducted in Stata 14.015.
Results
37.5% of women who were eligible to participate in this study consented to
participate in telephone interviews twice per year for five years. All study groups
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were similar in the proportion of eligible women who chose to participate in the
study. Eight days after either receiving or being turned away from an elective
abortion, 956 women completed the baseline interview.
Women were recruited from 30 sites in 21 states. One site was excluded
because 95% of their patients who were turned away received an abortion
elsewhere (n=76). Three women who initially agreed to participate in this study
subsequently decided not to have an abortion, and were excluded (two from the
near-limit group and one from the first trimester group). The final sample was 954
women at baseline. 58.8% of women who completed the baseline survey and
were enrolled in the study completed the five-year follow up interview, with no
significant differences in completion rate by study group. Among the 516 women
not lost to follow up, 75 were Parenting Turnaways, 123 were First Trimesters,
256 were Near Limits, and 62 were Non-Parenting Turnaways who either had an
abortion elsewhere, had a miscarriage, or gave the baby up for adoption.
Participant characteristics
The characteristics of the sample by study group are described in Table
1. Overall, the study groups were similar with respect to their race, educational
attainment, marital status, school/employment status, history of child sexual
abuse, and history of anxiety and depression. However, women who were in the
Near-Limit Abortion group tended to be older and higher parity than Parenting
Turnaways.
Five-year plans
The 954 women in this study described 1,871 five-year plans. 81 women
in the study did not report any five-year plans. A vast majority of the five-year
plans were aspirational, defined as having a positive outlook (n=1,696, 90.65% of
all plans). Notably, only 27 plans (1.44%) were negative and 148 (7.91%) were
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neutral. Most plans were measurable (n=1,682, 81.77% of all plans), and about
three-quarters (n=1,577, 76.6%) were both aspirational and measurable.
Although most plans (n=1,696, 90.65%) were aspirational, the proportion
of positive plans was higher among First Trimesters (92.3%) and Near Limits
(91.05%) and lower among Parenting Turnaways (87.15%) and Non-Parenting
Turnaways (88.7%).
Multivariate results suggest an association between reporting an
aspirational plan and study group (Table 2). Parenting Turnaways were
significantly less likely to report an aspirational five-year goals than Near-Limits
(OR=0.39 [0.17, 0.86]). The model controlled for the effects of age, race,
education, marital status, number of previous children, history of abuse, and
history of depression. Aspirational plans were also less likely to have been set by
women who had 2 or more children at baseline relative to those who did not have
any children (OR=0.41 [0.17, 0.94]), by those who were married at baseline
compared to those who were not (OR=0.32 [0.12, 0.83]), and by those who had
less than a high school education at baseline compared to those who had a high
school diploma or GED (OR=0.24[0.11, 0.54])..
Aspirational plans were related to the following themes: employment
(n=329, 19.4% of all aspirational plans); children (n=309, 18.2%); education
(n=274, 16.2%); relationship status (n=240, 14.1%); living situation/residence
(n=206, 12.1%); emotional (n=199, 11.7%); financial (n=126, 7.4%); personal
growth (n=104, 6.1%); other (n=81, 4.8%). There was no association between
the study group and theme.
The following passages exemplify the aspirational five-year plans
reported by participants (each quoted clause represents the goal of a different
participant)
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Child-related: “My baby will be in school”; “My kids will be older”; “I will probably
have a kid by then”; “…able to care for another child”
Employment: “I hope I’m in the work force”; “Hopefully I will have a career”; “I’ll
have a job with benefits”
Educational: “Hopefully still in college”; “I’ll have an education”; “I will have
graduated from school”;
Relationship status: “Hopefully I’ll be married by then”; “…and possibly be in a
relationship”; “Hopefully I am settled down and married”; “Be married, have a
good husband.”
Living situation/residence: “Hopefully I still have my apartment”; “I would be
owning my own house”; “I think I’ll be living on my own instead of living with
family”; “Living with my boyfriend in a house or apartment”
Emotional: “I hope it will be great”; “[I] wouldn’t be worried as much as I am”;
“Living life happy”; “I just hope that it gets better”; “Hopefully it is going in a good
direction and I’m in a good place and happy”
Other: “I hope to get a dog”; “Maintaining my sobriety”; “I just keep doing things
to improve our situation”
Financial: “I should be financially stable”; “…and providing better for my children”;
“…and not living paycheck to paycheck”; “I hope we’re more financially stable”
Personal growth: “Hopefully more stability”; “Hopefully a lot of time to myself”;
“Settled. Established.” “…and a sense of security.”; “…and maybe stable enough
to have a baby”
Neutral and matter-of-fact plans were those in which women stated their life
would be either the same or different without comment.
Child-related: “My future is dedicated to my kids and their education”
Educational: “Not attending school”
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Relationship status: “Maybe I’ll be married, maybe I won’t be”; “…and same
husband”
Living situation/residence: “I’ll probably be living in another city”; “Probably won’t
be in Oregon anymore”
Emotional: “I will be okay”
Other: “I don’t see it being that different”; “I am not thinking that far ahead”
Personal growth: “Probably get the hang of it, I guess”;
Typical negative plans
Child-related: “Same deal, it will be with me for the rest of my life”
Emotional: “Probably stressful”
Other: “Probably a new baby and that’s it”; “I’m just trying to make it through
today”
Financial: “The bills will probably get more expensive as the kids get older”
Among the 1,871 plans, 1,577 were aspirational and measurable (84.29%
of all plans). We could not assess the other 294 plans because they were either
too vague or we did not collect relevant data. Examples of vague plans included,
“I’ll achieve the five-year goal that I have”; “I think I’ll be at my peak in five years,
be what I want to be”; “living a normal American life”. A commonly articulated
plan was a desire to feel more stable in five years' time; however, we did not
collect information related to their sense of stability.
During the course of the five years following either receiving or being
denied an abortion, 516 of the 954 (54.1%) women in this study were lost to
follow up, but there was no difference according to study group or by theme.
The 516 women who participated in the study through the end of five
years reported 1,204 goals, of which 885 were both measurable and aspirational
(1,071 were aspirational and 930 were measurable). By the end of the study
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period, women in this sample had achieved 477 (53.9%) of the goals they set at
the beginning. This proportion did not vary significantly by study group; across
groups, the percent of goals achieved ranged from 52% to 65% (results not
shown).
In adjusted results, women did not differ in their achievement of
aspirational five-year plans by whether they received or were denied an abortion.
Goal achievement was associated with being employed or in school at baseline,
however. Women who were employed or in school at baseline had higher odds
of achieving their aspirational five-year plans than women who were not
(OR=1.52 [1.05, 2.19]).

Discussion
The majority of five-year plans were aspirational and most frequently
related to employment, children, education, and relationship status. We found
evidence that women who were turned away from wanted abortions were
somewhat less likely to set aspirational five-year plans relative to those who were
not turned away. This finding is important because it suggests that receiving
wanted abortions helps women remain hopeful about their long-term futures,
which helps them access life’s opportunities. In addition to being less optimistic
about their long term futures, as we found in this analysis, women who were
turned away from wanted abortions were also much less optimistic with respect
to their short-term futures in a previous analysis using the same sample14. In that
analysis, women turned away from abortions were six times less likely to have an
aspirational one-year plan compared to women who received a wanted abortion.
Taken together, these findings suggest that women who were turned away from
receiving a wanted abortion seem to recalibrate their expectations for their lives
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in both the short- and long-term (i.e., scale back their aspirational one- and fiveyear plans). Support for abortion rights is often framed in terms of the ethical
imperative that women are able to define the trajectory of their own lives. The
findings from this study are important because they provide evidence that women
are less able to do so after being turned away from a wanted abortion.
About half of the five-year plans were achieved by the women who set
them by the end of the study period, and women did not differ in the achievement
of their aspirational five-year plans according to study group. In the analysis of
one-year aspirational plans, overall about half of short-term goals were achieved
by the end of the study period; however, women who received an abortion were
twice as likely to achieve their aspirational one-year plans compared to women
who were turned away14. That women only achieved half of the five-year plans
may suggest that they overestimated at baseline what they could realistically
achieve in five years’ time. On the other hand, for this analysis we did not
evaluate whether women’s aspirational goals changed over time, and the
proportion of goals which were not achieved could reflect that women’s goals
may shift according to other events unfolding in their lives.
This study also found that the plans' themes were not associated with
study group. Thus, it appears that while women who are turned away from a
wanted abortion have fewer aspirational plans overall compared to women who
received wanted abortions, when they do set aspirational plans, those plans are
distributed across a wide variety of domains.
Many women in this study reported a desire to feel more stable. It is
unclear exactly what aspects of their lives they perceived lacked stability (for
example, their finances, union status, being emotionally/mentally unprepared, or
a combination of factors). In the present study, we did not ask women to assess
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their sense of stability so we were unable to evaluate whether it changed over
time or differentially according to study group. Nevertheless, this finding is
consistent with previous research studies which indicate that women seek
abortions for complex, interrelated reasons, including some signifiers of stability
including being unable to afford raising a child, having problems in their
relationship, and not feeling prepared for the transition to motherhood2,3.
A strength of this study was that we asked women at baseline what they
envisioned their lives would be like in five years, meaning women had the
opportunity to describe plans for their lives in their own words. In addition, we
collected a wide range of other information about their lives, especially related to
physical and mental health, income, union status, housing arrangements,
caregiving, as well as employment and educational endeavors. This made it
possible to evaluate whether women achieved many of the goals they set for
themselves.
Another advantage of this study was its use of an appropriate comparison
group and its prospective cohort design. As opposed to comparing women
seeking prenatal care to women seeking abortion, this study compared women
who were turned away from abortion to women who received one. Thus, the
design prevented bias from confounding factors related to choosing prenatal care
rather than abortion. Its prospective design, with follow-up surveys twice per year
for five years, limited the effect of recall bias. In addition, this was a multi-site
study and we recruited women from 21 different states. We also controlled for
the effects of baseline characteristics, although in multivariate models, few
individual-level characteristics were associated with having or having and
achieving five-year goals.
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A limitation of the current study was that many women who were invited
to participate declined, although the response rate was similar to that of other
longitudinal studies18,19. 42% of the respondents were lost to follow up, although
those lost to follow up did not systematically differ from those who were not.
Another important consideration is that we recruited women one week
after receiving versus being denied a wanted abortion. Thus, we could not
evaluate how access to abortion, or lack thereof, influenced the goals they
reported at baseline. Future research should seek to address how discovering an
unwanted pregnancy affects women’s original goal setting and achievement.
This study contributes to the literature by documenting that women who
were turned away from a wanted abortion were less optimistic about their longterm futures than women who received them; this evidence provides support for
the notion that abortion helps women define for themselves the life opportunities
they want to pursue. We also find that women are resilient. The previous analysis
of aspirational plans in the Turnaway Study found that women who are denied a
wanted abortion are less likely to achieve an aspirational plan within one year.
This current analysis shows that by five years, women have roughly equal
likelihood of achieving positive plans, regardless of whether they received or
were denied an abortion. Support for low income mothers and women raising
children alone could help women achieve their goals within a shorter time frame
and could benefit all mothers, not just those with unwanted pregnancies.
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Table 1. Baseline characteristics of women who set any plans at baseline and distribution by
study group (n=796)
Parenti
ng
First
Non- Margi
pturnawa trimeste Near parenting nal
value p-value
ys
rs
limits turnaway distrib
p-value NL v NL v
(n=144) (n=235) (n=371) s (n=46) ution n NL v F PT
NPT
Total
18.09 29.52 46.61
5.78
100 796
Age category
15-19 29.86 14.89 17.52
23.91 19.35 154
20-24 35.42 28.51 38.54
41.30 35.18 280
25-34 31.25 47.66 36.12
28.26 38.19 304
35-46 3.47
8.94
7.82
6.52
7.29 58 0.014 0.02
ns
Race
Non-Hispanic white 26.24 38.89 33.61
36.96 34.05 268
Non-Hispanic black 34.04 31.62 31.15
30.43 31.77 250
Latina 25.53 20.51 21.04
13.04 21.22 167
Multiracial/other 14.18
8.97
14.21
19.57 12.96 102
ns
ns
ns
Educational attainment
Less than high school 21.53 15.74 16.44
19.57 17.34 138
HS or GED 68.75 62.55 70.89
71.74 68.09 542
AA, some college,
tech school 4.17
10.21
6.20
2.17
6.78 54
College degree 5.56
11.49
6.47
6.52
7.79 62
ns
0.04
ns
Marital status
Not married 91.67 88.51 92.99
95.65 91.58 729
Married 8.33
11.49
7.01
4.35
8.42 67
ns
ns
ns
Employment
Not in school or
employed 33.33 15.81 24.80
21.74 23.42 187
In school, employed,
or homemaker 66.67 84.19 75.20
78.26 76.48 608
ns
0.01
ns
Number of children
None 44.80 37.22 29.70
36.59 35.05 252
One 23.20 25.56 33.64
34.15 29.35 211
Two or more 32.00 37.22 36.67
29.27 35.61 256 0.01
ns
ns
History of child sexual
abuse or neglect
No 72.22 73.19 74.39
86.89
74.37 592
Yes 27.78 26.81 25.61
13.04
25.63 204
ns
ns
ns
History of diagnosed
anxiety or depression
No 77.78 70.64 75.74
71.74
74.37 592
Yes 22.22 29.36 24.26
28.26
25.63 204
ns
ns
ns
Gestation at baseline
3-13 weeks 1.40
99.70 13.90
0.00
35.70 466
14 - 19 weeks 19.20
0.30 19.30
49.40
15.90 207
20+ weeks 79.30
0.00 66.70
51.60
48.40 631 0.01
ns
ns
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Table 2. Adjusted odds for aspirational five-year plans
Estimated odds of
having an aspirational
five-year plan
aOR
95% CI

Estimated odds of
having and achieving
an aspirational
five-year plan
aOR
95% CI

0.39*
1.73
ref.
0.76

(0.18, 0.86)
(0.86, 3.49)
ref.
(0.22, 2.62)

0.93
1.03
ref.
0.85

(0.59, 1.47)
(0.72, 1.47)
ref.
(0.44, 1.62)

5.07
1.56
1.32
ref.

(1.18, 21.79)
(0.48, 5.13)
(0.42, 4.13)
ref.

1.14
0.87
0.68
ref.

(0.53, 2.44)
(0.44, 1.71)
(0.35, 1.31)
ref.

ref.
1.06
0.81
0.77

ref.
(0.48, 2.32)
(0.34, 1.89)
(0.31, 1.95)

ref.
1.18
1.29
1.24

ref.
(0.79, 1.76)
(0.83, 2.00)
(0.76, 2.02)

0.24***
ref.
1.66
0.52

(0.11, 0.54)
ref.
(0.47, 5.86)
(0.17, 1.60)

0.56*
ref.
1.16
1.22

(0.63, 2.16)
ref.
(0.63, 2.16)
(0.65, 2.27)

ref.
0.32*

ref.
(0.12, 0.83)

ref.
1.44

ref.
(0.82, 2.50)

ref.
1.45

ref.
(0.74, 2.85)

ref.
1.50*

ref.
(1.02, 2.22)

ref.
0.94
0.41*

ref.
(0.43, 2.04)
(0.17, 0.94)

ref.
0.78
0.72

ref.
(0.53, 1.16)
(0.46, 1.12)

ref.
1.15

ref.
(0.58, 2.29)

ref.
1.09

ref.
(0.75, 1.58)

ref.
1.32

ref.
(0.65, 2.64)

ref.
1.03

ref.
(0.71, 1.49)

Study group
Parenting turnaways
First-trimester
Near-limit
Non-parenting turnaways
Age category
15-19(a)
20-24
25-34
35-46
Race
Non-Hispanic white
Non-Hispanic black
Latina
Multiracial/other
Educational attainment
Less than high school
HS or GED
AA, some college, tech school
College degree
Marital status
Not married
Married
Employment
Not in school or employed
In school, employed, or homemaker
Previous children
None
One
Two or more
History of child sexual abuse or
neglect
No
Yes
History of diagnosed anxiety or
depression
No
Yes
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CONCLUSIONS
This dissertation explored three distinct areas related to sexual and
reproductive health. The first two papers identified disparities in the provision of
counseling for condom use and contraception according to service delivery
setting and individual characteristics. The final paper examined aspirational goal
setting and attainment among women who sought abortions. These three papers
are united by the fundamental idea that health policies, healthcare delivery
systems, and public health programs should support the sexual and reproductive
well-being of individuals, families, and communities.
In the first two chapters, half of women were not counseled for condom
use and one-third of women were not counseled for contraception following an
STD or pregnancy test in a clinical setting. Women varied in their receipt of
counseling according to service delivery setting. In the case of counseling for
condom use, women who attended family planning clinics were more likely to
have received counseling if they attended a family planning clinic compared to
either a community health center, private doctor’s office or HMO clinic, or
attended another clinical location. In the case of counseling for contraceptive
use, women who attended family planning clinics did not differ from women who
attended community health centers, or a private doctor’s office or HMO clinic,
although they were more likely to have received counseling compared to women
who attended a different clinical setting. Women were more likely to be
counseled for condom use if they were younger, Black/Hispanic, never married,
and who did not have a history of pregnancy. There were fewer social disparities
in counseling for contraceptive use. In multivariate analyses, Black women and
younger women were more likely to receive counseling for contraception
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compared to white women and older women.
These findings indicate that in clinical encounters, there are missed
opportunities for discussing sexual and reproductive health. Though not
assessed directly in these studies, stigma surrounding SRH topics likely underpin
this gap. Sobo suggests routinization in the clinical encounter as one method to
reduce the difficulty in addressing stigmatized health topics and can help
clinicians manage scarce time22. Further, she argues that linking condom use to
risk factors may reinforce the cultural notion that condom users have not
achieved the “conjugal ideal,” that is, the idea that partnerships should involve
two disease-free and mutually monogamous individuals. Sobo also argues that
the link between condom use and so-called risky sex may increase the “loverelated symbolic value and desirability of condomless sex”22. Thus, public health
professionals and healthcare providers should be mindful when designing
interventions, public health messages, and providing patient education so as not
to reinforce the stigma associated with the use of condoms.
These studies also suggest that healthcare providers may benefit from
additional training addressing communication skills about stigmatized health
topics, including sexual and reproductive health. Given that providers from
specialized family planning and Planned Parenthood clinics appeared to excel in
providing time during the clinical encounter to address SRH needs including
condom and contraceptive use, they may adapt their best practices for use in
other clinical settings. Future research about these topics could investigate what
kinds of training providers would find most helpful (e.g., content and delivery
method), and what kinds of discussions about SRH topics patients want, in what
formats, and in what contexts.
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The final study addressed long-term aspirational goal setting and
attainment among women who either received or were denied an abortion. While
a previous analysis found that women who were turned away “may have scaled
back their one year plans knowing that they were going to have to carry an
unwanted pregnancy to term”23, this study found that many women were
optimistic about their longer-term futures, but women who were turned away from
abortion tended to be less optimistic than women who received wanted
abortions. In this analysis, we found that women were resilient, however. While
women who were turned away from abortion were less likely than others to
achieve their one-year plans, they did not differ in terms of achieving their fiveyear plans. We conclude that access to family planning services including
abortion helps women achieve their short-term goals, and to hold positive
aspirations about their short- and long-term futures.
One of the strengths of the Turnaway Study was that it compared women
who sought abortions but were turned away because they were beyond the
facility’s gestational limit to women who received abortions in the first trimester
and to women who received abortions within two weeks of the facility’s
gestational limit. Using the Near-Limit group as the reference category in the third
chapter of this dissertation, as well as other articles published based on these
data, allowed for understanding of whether outcomes were associated with
earlier versus later abortion (via comparison to the First Trimester group) or
whether they were associated with receiving versus being denied a wanted
abortion (by comparison to the Turnaways). This design is useful because it
lends itself to answering research questions related to the effects of unwanted
childbearing.
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This finding from the third chapter of this dissertation, and other articles
based on data from the Turnaway Study provide evidence that access to abortion
supports women’s agency. For instance, compared to women who receive a
wanted abortion, those who are turned away tend to have a higher risk of
violence from the man involved in the pregnancy24, to have higher stress after
being denied an abortion (though stress levels among all groups were similar
after six months’ time),25 and to have lower self-esteem and life satisfaction,
which largely improved over the course of one year26.There were no long-term
(i.e., five-year) differences in mental health status, well-being, or PTSD27,28. Thus,
policies relying on assumptions that abortions have negative long-term
consequences for women appear unsubstantiated by the findings from the
Turnaway Study. Taken together, this evidence supports the foundations of the
sex equality framework for reproductive rights, particularly with respect to the
ideas about assuring women’s agency29,30. Such evidence may be useful in
developing evidence-based policies related to access to reproductive health
services including abortion.
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